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Abstract 
Dental insurance is a fringe benefit provided by employers. It 
originally came into existence around 1920's. However, the last two 
decades is considered the years of the growth of dental insurance in 
society. This indicates dramatic increase of enrollment for such benefits 
and ultimately higher dental expenditure as well. 
In spite of popularity of dental insurance, there is still a debate 
about its function. The argument touches basically upon the issue of 
quality of dental service raised by all parties - patients, dentists, 
insurance carriers. This calls for more attention and involvement of 
government agencies who regulate insurance and pay for services. 
Today a variety of dental health plans are marketed by insurance 
carriers. Health Maintenance Organizations(HMOs) and Preferred 
Provider Organizations(PPOs) are the plans that have grown the most 
among others. Capitation is another new dental plan option which 
perhaps will absorb more market share in the future. 
"Dental Health Plan" is a benefit provided by Boston University, 
which is adopted from PPO type option. It offers employees premiums 
for "Individual" and "Family" participants. 
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This research project is to define premium factors for the Plan 
based upon the analysis of randomly selected 9078 dental procedures 
provided during 10 months of utilization - March through December 
1991. 
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Introduction 
and 
Literature Review 
World and Public Health 
Dental and oral health has become a major concern for people in 
the entire world. In some less developed countries, although basic 
health care, in general, is still a matter of concern, both because of 
budget constraints and shortage of health professionals. Public 
awareness of physical well-being more or less has increased regardless 
of health care under-availability. In the United States this issue, 
however, is a matter of financing for health care and not its availability. 
Dental Health Insurance 
Advent of "Third Party Payment" in the healthcare delivery 
system, in 1920's and 1930's, introduced a new financial relation 
between health professionals and patients in the marketplace. I Dental 
benefit programs are entering their fourth decade of existence in the 
United States although dental insurance was sporadically around even 
before the 1950's. It was primarily a fringe benefit plan provided by 
employers. Unions were the first organizations to appeal for availability 
of coverage of such healthcare services.I 
The real growth of "dental benefit" programs began on the 1960's 
and early 1970's. The last two decades were the years of explosion for 
the health insurance industry until today dental coverage becomes 
relatively sophisticated and an important part of the fringe benefits 
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offered by employers.14 In 1984, approximately 99 million Americans 
were covered by some type of dental insurance. 1 In 1985 the American 
Dental Association reported that more than 100 million Americans 
were dental insured.2,6 This rate of growth was dramatic when 
compared to 1970 in which only 12 million were insured. 6,7 
Although the number of dental insurance beneficiaries is rapidly 
becoming larger, there is still a small percentage of individuals without 
coverage who either work for small companies without adequate funds 
to offer dental benefits, or are self-employed, or unemployed. 
Unfortunately dental benefits are generally not available for individual 
participations, due to adverse selection -i.e. persons would only apply 
for this benefit when there is a need for extensive dental treatments. 2 
This drastic increase in enrollment in dental insurance would 
obviously affect total dental expenditure in the United States. Dental 
expenditure has jumped from 1.0 billion dollars in year of 1950 to $4.7 
billion in 1970, $15.4 billion in 1980, $19.5 billion in 1985 and $40.5 
billion in 1990.s,s 
Despite all these escalating enrollments, expenditure figures and 
3/4 of a century of development, dental insurance -and health insurance 
in general- is still a controversial subject in its existence and its 
administrative requirements.9,10 The debate basically targets different 
aspects of a new healthcare delivery system. 
11 
One issue that is raised by physicians and dentists is the 
compromised professional freedom. It is their belief that alteration of 
the two-party system i.e. treatment and income- to the three-party 
delivery system, by addition of an intermediate party, does not comply 
with the quality of best possible service rendered to society .11•12 
Some dentists' argue about the function of insurance companies. 
For example, their emphasis is on replacement of some terms used by 
insurance carriers, like "Service", "Allowable", "excessive", and etc.13 
They consider these terms misleading and even sometimes misdefined 
for patients which result in mistrust and dissatisfaction with 
providers. 14,15 
Some complain that filling out claims is time-consuming which 
subsequently creates extra overhead cost. Shilliday and associates 
developed their own "claim" which was accepted by msurance 
carriers.16 It contains more simple and yet efficient questions about 
treatment procedures which saves practitioner's time. It seems that 
instructions are needed to more familiarize health care providers how to 
easier deal with insurance systems when more simplified claims are to 
be designed. 7 
Utilizers of dental benefits have also complained of a delivery 
system which also targets dentists. A study conducted by Meetz and et 
al.17 reveals a number of typical complaints posed by beneficiaries. The 
most common complaints are: less availability of appointments, some 
providers' technical skills and in-office waiting time. 
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It would be very misleading to think providing services to 
employees with financial involvement of employers has no cost-rising 
effect on the production price.1 This has become a more sensitive issue 
for employers confronting the present competitive marketplace. 
Employers have noted shortcomings with some dental insurance 
policies. They feel over-utilization occurs under some dental plans.5 
Higher premiums and escalating health care costs are troublesome for 
employers who must contain costs to compete in the marketplace. 
The other area of concern by all three parties is the legal aspect 
of claims and treatment plan. The most debatable claims deal with TMJ 
treatments coverage,18,19 hospitalization of selected pediatric dental 
patients,20 or if approval is indicated, unnecessary dental procedures 
(radiograms) required by insurance company before and even after 
completion of the treatment.21 
Considering the multi-dimensional nature of health care delivery 
system, it is very essential that state and federal agencies also focus on 
national health strategies and monitor the quality of health care 
delivered to society .22 To promote national dental and oral health, 
government can become more involved classically by educating people 
through a health promotion system. The Division of Dental Health of 
Massachusetts Department of Public Health since 1984 has been 
providing a series of educational programs to dental professionals, 
third-party carriers and patients. The financial barrier should as much 
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as possible be minimized for the community. Increased out-of-pocket 
expense undoubtedly results in greater tooth loss and caries.3 
It is still an argumental matter whether prevalence of insurance 
in a practice has positive or negative effect on office charges.3,24,25 Even 
though health insurance advocates believe that dental plans do increase 
patient load of private practice,? insurance fraud is also of concem.23 
Plans that off er a reduced fee to contain cost can perhaps leads to 
over-treatment or under-care.11 Simard and et al. strongly suggest 
remuneration policies can resolve this problem and will be encouraging 
for dentists as a compensation for under-market price fees paid by 
insurance.I 1 
An overall analysis indicates that dental insurance policies in 
conjunction with public's health awareness has helped improve dental 
and oral health of the United States population. 26 Gotowka 3 in his study 
discovered that dentists have recently been performing less oral surgery 
procedures and endodontic treatments. Providing preventive dentistry 
has instead occupied most time of dental offices. Nowadays dentists are 
also treating more Temporo-Mandibular (TM) and Cranio-Mandibular 
(CM) disorders than ever. Insurance reimbursement policies have 
recently been liberalized. Employees pay zero or minimal charge for 
preventive and extra-oral disorders treatments while co-payment is 
allocated for other dental services that is due to neglect by the 
patient. 26-2& 
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Dental Insurance Plans 
A number of dental plans are presently offered by insurance 
companies. Considering the more competitive world today, employers 
seek dental plans that would not risk their market share by excessive 
production cost rise. Employees demand for such benefit has also 
encouraged the insurance policy makers to introduce dental plans to 
better the suit public's dental needs and budget while maintaining the 
profitability aspect of it. That would consequently promote national 
oral and dental health. 6,26 
Recent dental plans fall into five basic categories: Commercial 
Carrier Plans, Health Service Corporation Plans, Preferred Provider 
Organizations (PPOs), Health Maintenance Organizations (HMOs) and 
Capitation Plan.29 Of all of these, HMO, PPO and Capitation are the 
most recent plans that have grown in numbers of enrollment. 10,30 Each 
of these plans has advantages and disadvantages which are designed to 
target all or any of parties' interest -dentist, utilizer, employer, or 
insurance carrier. 
Commercial carriers like Prudential, Metropolitan, and Aetna are 
the group medical and dental insurance sellers. They also market life 
and auto insurance. The insuree has the right of choice of doctor and 
the doctor is directly or indirectly paid the predetermined fee by insurer 
and the patient is only responsible for the balance of that office fee 
schedule.29 
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Health Service Corporations are not-for-profit organizations. 
This is a discounted fee-like plan agreed between the participating 
dental provider and carrier in which the dentist is paid directly by the 
plan and the patient is accordingly only responsible for the premium 
and non-covered components of the coverage. Nonparticipating dentists 
receive payment from patient, whom receive benefits directly from the 
carrier.29 
Preferred Provider Organizations (PPOs ), or as designated by 
American Dental Association "Contract Dentist Organizations" 
(CDOs),13 is a plan which provides insuree with a number of 
under-contract dentists at different areas where he/she can seek dental 
care. The debate is that due to lack of sufficient financial incentives 
provider tends to perform greater number of dental procedures.2 
In 1971 Nixon administration sent the HMO Bill to Congress as 
the best method of organizing health care delivery for the country. The 
Bill after 2 years of discussion and debate was passed and sent to 
federal government for implementation. According to statistics, by the 
year of 1986, only 430 HMOs existed throughout the United States, and 
this figure has become much larger during recent years.4 This plan is 
only applicable in group practice models such as Primary Care 
Network or Independent Practice Association (IPA). The HMO plan is 
designed to represent two fundamental characters: "private initiative" 
and "monetary incentive". 4 The plan can be fitted to different healthcare 
practice concepts offered by different agencies. Dentist would be paid 
on the basis of the fee-for-service, salary, or capitation. 
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Capitation is the other plan that is predicted to become the most 
dominant payment mechanism in the health insurance industry by 
1995. In a Capitation program, the contracting-participating dentist is 
compensated with a per capita ( either per individual or per family) 
monthly payment and is responsible for providing certain dental 
seivices, regardless of number and type of seivices actually provided to 
any covered member. In other words, payment is even made to the 
dentist if the insuree never seeks treatment. Dental capitation has been 
estimated to save employers 10-20% in premium costs when compared 
to (usual, customary, and reasonable) UCR fee-for-service 
reimbursement programs. This relates to significant decrease in 
administration cost.2 
Capitation premiums are determined by combining actuarial data 
with capitation formula. The main elements are: The number of persons 
covered by the plan, type of dental services to be provided, time 
involved in performing these setvices by a dental professional, and 
finally cost of this time for a practice on an hourly basis. Using this 
information, the capitation formula will provide an annual cost for 
person/family, from which monthly rate can be determined. 
Administration and reserve costs (if applicable) added to the product of 
the preceding formula represent the capitation premium.31 
Making decision as, it is obvious, for a dentist to participate in a 
capitation plan is not very easy. It is also very tricky to analyze the 
effect of the plan on practice income. This stems from two 
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assumptions: Unexpected high level of utilization and high level of 
need among enrollees. Bentley and associate,32 have developed a 
formula to help dentists estimate their net income under the plan. 
le= (Cf* N) - ( Oc +Ac) 
[le, net income from capitation; Cf, premium; N, number of 
enrollees; (Cf * N), revenue; Oc, opportunity cost (net revenue lost 
from displaced full-fee treatment; Ac, added cost of treating capitation 
patients; and (Oc + Ac), total cost.] 
Capitation plan is also viewed as a program by which the risk of 
dental insurance is shared by dentist. This clearly means that the extent 
of utilization may risk the quality of care provided under the capitation 
plan.33,34 In reality, however, the probability of ignoring needed dental 
treatment which may lead to more complicated care is less of tendency 
than of over-treatment in any comparable fee-for-service dental 
insurance plan.34 
Cost-containment concepts have led some to innovation of 
scattered plans for individual organizations. DentaPlan, Inc. has 
developed a new concept called "Dentwell Plan" .5 This is a 
modification of a capitation plan. Under Dentwell Plan dentist receives 
a monthly payment from the agent, and patient pays some percentage 
(20-50%) of the fee based on a fixed regular charge for a given dental 
procedure. The period of the contract between parties is 5 years long. 
Choice of Health Insurance Plans ( CHIP) has been another successful 
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plan (75% enrollment) offered by University of Iowa in 1987 among its 
employees.33 
Boston University's Dental Health Plan 
In 1991, Boston University Medical Center introduced its own 
"Dental Health Plan" primarily to the University employees. It is 
basically adopted from the PPOs plan concept. The dental plan features 
the general dual choice option of "Center" as the preferred providers 
and "Outside" as the open panel. The plan also covers almost all dental 
treatments categorized in dental specialities. Co-payments have been 
lowered to zero dollars for examination, preventive, and operative 
procedures for patients if service provided at Centers. 
The purpose of this investigation is to measure average monthly · 
utilization of participants to assess the Dental Health Plan premium. 
This was accomplished by statistical analysis of the data gathered from 
10 months (March-December 1991) processed dental claims, based 
upon random selection of 9078 claims. In a separate management 
report the overhead cost added to the product of this analysis suggests 
the premium to the administration for the following year.33 
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Results 
The data analysis, using the SPSS-X statistical software, was 
performed on 9078 randomly selected dental claims processed for the 
duration of 10 months (March-December 1991). The result are as 
follows: 
As table 1 shows generally of total 9078 dental procedures, 5454 
(60%) was delivered in Centers, and 3624 (40%) in other dental offices. 
At Centers: Members received 3389 (37.3%), Spouses 936 (10.3%), 
and Dependents 1129 (12.4%) of dental treatments. While referees to 
Outside offices contain: 1677 (18.5%) among Members, 906_, (10.0%) 
of Spouses, and 1041 (11.5 % ) of Dependents. 
M,S,D\Plan Center Outside Total 
Member 3389 (37.3%) 1677 (18.5%) 5066 (55.8%) 
Spouse 936 (10.3%) 906 (10.0%) 1842 (20.3%) 
Dependent 1129 (12.4%) 1041(11.5%) 2170 (23.9%) 
Total 5454 (60.1 %) 3624 (39.9%) 9078 (100.0%) 
Table 1- Service-mix dental care utilization of enrollees by the Dental 
Plan type. 
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The 9078 claims processed for this random sample group 
detailed in Table 2 based on American Dental Association dental 
procedure code:36 Diagnosis claims was counted 3051 (33.6%), which 
contains: 1749 (19.3%) claims for Members, 628 (6.9%) for Spouses, 
and 674 (7.4%) for Dependents. Preventive Services are totaled 2330 
(25.7%) claims processed for Members 983 (10.8%), for Spouses 382 
(4.2%), and for Dependents 965 (10.6%). 1926 (21.2%) Restorative 
treatments were performed for Members 1186 (13.1 %), Spouses 454 
(5%), and Dependents 286 (3.2%). Of 160 (1.8%) processed claims, 
Members received 103 (1.1 %), Spouses 40 (0.4%), and Dependents 17 
(0 .2 % ) Endodontic treatments. The total of Periodontic treatments was 
320 (3.5%) which was performed: for Members' group 217 (2.4%) 
procedures, for Spouses' 95 (1.0%), and 8 (0.1 %) Dependents.· 
Members received 33 (0.4%) Removable Prosthodontic visits, and 
Spouses 10 (0.1 %) of all 43 (0.5%). While 108 (1.2%) Fixed 
Prosthodontic claims was processed for 81 (0.9%) Members and 27 
(0.3%) for Spouses. 296 (3.3%) Claims was counted for Oral Surgery 
services which contain: 158 (1.7%) for Members, 49 (0.5%) for 
Spouses, and Only 89 (1.0%) for Dependents. 35 (0.4%) visits for 
Orthodontic treatments was made by members, 7 (0.1 %) by Spouses, 
and 25 (0.3%) by Dependents. Adjunctive General Services were 
totally 793 ( 8.7%) claims which processed for Members, 537 (5.9%); 
for Spouses, 151 (1.7%); and for Dependents 105 (1.2%). Other 
services comprised of only 16 (0.1 % ). 
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Proc.\M,S,D Member(%) Spouse(%) Depend(%) Total(%) 
Diagnosis 1749 (19.3) 628 (6.9) 674 (7.4) 3051 (33.6) 
Preventive 983 (10.8) 382 (4.2) 965 (10.6) 2330 (25.7) 
Restorative 1186 (13.1) 454 (5.0) 286 (3.2) 1926 (21.2) 
Endodontics 103 (1.1) 40 (0.4) 17 (0.2) 160 (1.8) 
Periodontics 217 (2.4) 95 (1.0) 8 (0.1) 320 (3.5) 
Prosthod, Remov 33 (0.4) 10 (0.1) 0 43 (0.5) 
Prosthod, Fix 81 (0.9) 27 (0.3) 0 108 (1.2) 
Oral Surgery 158 (1.7) 49 (0.5) 89 (1.0) 296 (3.3) 
Orthodontics 7 (0.1) 3 (0.0) 25 (0.3) 35 (0.4) 
Adjunc Gen Serv 537 (5.9) 151 (1.7) 105 (1.2) 793 (8.7) 
* 9 (0.1) 3 (0.0) 1 (0.0) 13 (0.1) 
** 3 (0.0) 0 0 3 (0.0) 
TOTAL 5066 (55.8) 1842 (20.3) 2170 (23.9) 9078 (100) 
Table 2 - Descriptive dental care utilization of Member. Spouse. and 
Dependent based on the American Dental Association "Code on Dental 
Procedure Nomenclature" Classification. 36 
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Employees' spending on dental treatments under each Plan was 
different. At Centers (Table 3): 1509 Members paid $123,552.00 while 
426 Spouses paid $35,751.50, and $31,111.50 was paid for 526 
children. It should be noted that Center dental facilities provided 
variety dental of setvices to 2461 enrollees and received totally 
$190,415.00 from patients within the last 10 months of the year of 
1991. Furthermore, average spending varies among groups of 
participants. It was $81.88 in Member group, $83.92 by Spouses, and 
$59.15 by Dependents. 
In the same time period, 1971 patients sought dental treatments 
at family dental offices and totally spent 92,746.82 dollars (Table 4). 
This contains: 910 Members, 495 Spouses, and 566 Dependents. The 
dollar spending in each insuree category was different. On the average 
basis, Members under Outside Plan paid $53.30, Spouses $53.73, and 
Dependents $31.21. 
Tables 5, 6, and 7 show how much money each Member, 
Spouse, or Dependent paid during the 10 months dental care utilization 
on the average basis under each dental plan and overall. 
The number of Members used dental setvices was 2419 (Table 
5). They paid $172,052.10 for all treatments provided under both plans. 
In other words, each Member averagely paid $71.13 for dental 
treatments. 
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MSD\Value ($) Sum Paid ($) Mean S.D. # of Pts. 
Member 123552.00 81.88 100.98 1509 
Spouse 35751.50 83.92 108.89 426 
Dependent 31111.50 59.15 76.16 526 
Overall Plan 190415.00 77.37 98.12 2461 
Table 3 - Dental Health Plan revenue I Out-of-pocket spending on 
dental treatments by Member, Spouse, and Dependent, under Center 
plan. (10 months) 
MSD\Value ($) Sum Paid ($) Mean S.D. # of Pts. 
Member 48500.10 53.30 67.86 910 
Spouse 26597.32 53.73 63.56 495 
Dependent 17667.40 31.21 31.69 566 
Overall Plan 92746.82 47.06 59.39 1971 
Table 4 - Dental Health Plan revenue I Out-of-pocket spending on 
dental treatments by Member, Spouse, and Dependent under Outside 
plan. ( 10 months) 
25 
Plan\* # of Pt.s1 $ Sum Paid $ Amt./Pt. 2 
Center 1509 123552.00 81.88 
Outside 910 48500.10 53.30 
Total 2419 172052.10 71.13 
Table 5 - Determination of out-of-pocket cost during 10 months dental 
care utilization under either or both Plans by Members. 
1 . Number of Patients. 
2 . Dollar amount paid per patient. 
Plan\* # of Pt.s1 $ Sum Paid $ Amt./Pt. 2 
Center 426 35751.50 83.92 
Outside 495 26597.32 53.73 
Total 921 62348.82 67.70 
Table 6 - Determination of out-of-pocket cost during 10 months dental 
care utilization under either or both Plans by Spouses. 
1 . Number of Patients. 
2 . Dollar amount paid per patient. 
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Plan\* # of Pt.s1 $ Sum Paid $ Amt./Pt. 2 
Center 526 31111.50 59.15 
Outside 566 17667.40 31.21 
Total 1192 48778.90 40.92 
Table 7 - Determination of out-of-pocket cost during 10 months dental 
care utilization under either or both P !ans by Dependents. 
1 . Number of Patients. 
2 . Dollar amount paid per patient. 
The other category, Spouse, paid similarly $67.70 per person for 
dental treatments (Table 6). This amount represents the total of 
$62,348.82 which was paid by 921 Spouses. On the other hand, 
Dependent group paid $40.92 per individual (Table 7). During the same 
period, 1192 Dependents paid $48,778.90 for variety of dental 
procedures. 
Premium for individual enrollment groups (Member, Spouse, or 
Dependent) are calculated in Table 8. We know that dental utilization 
rate differs among insuree groups. It is 0.5 for Members, 0.6 for 
Spouses, and 0.6 for Dependents. 
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M,S,D\ * 10 Ms. Uti 1 12 Ms. Uti2 E Uti Rate 3 Prem/Y 4 Prem/M 5 
Member $71.13 $85.36 50% $42.68 $3.56 
Spouse $67.70 $81.24 60% $48.74 $4.06 
Dependent $40.92 $49.10 60% $29.46 $2.46 
Table 8 - Determination of monthly Premium for each enrollment group (Member, Spouse, or Dependents). 
(1 . 10 months utilization) 
(2. 12 months utilization) 
(3 . enrollees' utilization rate) 
( 4 . Premium per year) 
(5. Premium per month) 
£'-) 
The product of Tables 5, 6, and 7 which was based on 10 months 
utilization are converted to 12 months in Table 8. They were $85.36 
for Member, $81.24 for Spouse, and $49.10 for Dependent Group. 
Premium is calculated by multiplication of full year utilization cost by 
the per centage of employees received dental services during the same 
period. 
Therefore, premmm per month for "Individual" membership 
would be $3.56 and for "Family" (member plus spouse and dependent) 
is $10.08 (Table 9). Once again when average overhead cost per 
enrollee added to these figures determine the definite premium. 
Membership Prem/M 1 Prem/Y 2 
Individual $3.56 $42.68 
Family $10.08 $120.96 
Table 9 - Premium for Individual and Family memberships. 
1 . Premium per month. 
2 . premium per year. 
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Discussion 
The result of this investigation reveals that generally 3 out of 5 
every dental procedures was rendered at Centers. Variety of reasons 
can justify this tendency: It is perhaps because of better service, lower 
fees, or convenience for enrollees. While the number of families of 
participants -Spouses and Dependents- sought dental treatment at 
Centers was similar to that of those who did under Outside plan, 
Members received dental treatment at Centers twice as many as those at 
outside offices. 
A closer look at the type of dental services provided by dental 
professionals indicates that with respect to the first year of operation of 
the Dental Health Plan, the insured employees of Boston University 
benefit of a relatively high oral and dental health. 3 out of every 5 
dental procedures (59.3%) concern Diagnostic and Preventive services, 
and only 1 was for restorative. The remainder of the categories of 
dental services contains only 20% of all treatments. 
The analysis remarks that Members were the most utilizers of 
dental services among all enrollee groups. This simply pertains to the 
fact that "Member" group reflects employees subscribed for Individual 
and Family Plan as well. However this dominance of utilization 
excludes Orthodontic services since younger patients are clearly the 
most seeker of the treatment (3 out of 4 claims). It is very notable that 
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the number of pediatric preventive dental treatments (10.6%) was with 
a small margin smaller than of those performed for members (10.8%). 
This again specifically speaks of a healthy dental insured children and 
adults, when compared with the other services -Restorative and 
Endodontics- rendered within groups. 
It is obvious that there was more tendency among Members to 
refer to Center dental facilities. This was reverse for Spouses and 
Dependents. However, considering the average lower money spent for 
dental treatments performed at Center, apparent! y the number of 
referrals was thinner although the number of employees' family sought 
dental services at Outside facilities seems to be larger. 
Again employees and their spouses, who utilized dental services, 
also paid more than for children. This does not necessarily mean that 
level of utilization among Spouses was so high as those of Members, 
Perhaps Spouses preferred receiving less costy treatments at not Dental 
Health Plan clinics. 
The statistical analysis has calculated the potential cost of dental 
treatments rendered for 12 months utilization. The premium for dental 
insurance are yet to be determined with inclusion of insurees who never 
visit their dentists during a given calendar year. Finally, two premium 
choices is offered by the Dental Plan drawn from this analysis. 
Employee may purchase dental insurance either for him/herself as 
"Individual" or for him/herself, spouse and child/ren as "Family" 
membership. 
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care utilization under either or both Plans by Spouses. 
33 
Table 7 - Determination of out-of-pocket cost during 10 months dental 
care utilization under either or both Plans by Dependents. 
Table 8 - Determination of monthly Premium for each enrollment 
group (Member, Spouse, or Dependents). 
Table 9 - Premium for Individual and Family memberships. 
34 
Bibliography: 
1 - Boffa, J - Section 2 , Chapter 6: Financing Dental Care - ( in Community 
Dental Health by, AW Jong) 2nd ed. The C. V. Mosby Company, 1988 :86-102. 
2 - Matz, M; Landay, N; and LeDell, JD - Dental Benefits And Reimbursements -
Dent Clin North Am 1987; April, 31 (2) :193-207. 
3 - Gotowka, TD - Insurance Effects On Dental Fees And Case Mix - J Dent 
Educ 1985; Nov, 49 (11) :763-8. 
4 - Davis, MH; and Schechter, BL - The Dentist and Prepaid Capitated Systems -
Dent Clin North Am 1987; April, 31 (2) :225-37. 
5 - Horin, NS; and Antopolosky, E - A New Concept In Dental Plan - Dent Clin 
North Am 1987; April, 31 (2) :239-42. 
6 - ADA Guide to Dental Health - Understanding Dental Insurance - J Am Dent 
Assoc 1986; special issue :60. 
7 - Mashioff, LS - Management of Dental Insurance In Dental Office - Dent Clin 
North Am 1987; April, 31 (2) :179-92. 
8 - Grembowski, D; Conrad, D; Weaver, M; and Milgrom, P - The Structure and 
Function of Dental Care Markets: A Review and Agenda For Research - Med 
Care 1988; Feb, 26 (2) :132-47. 
9 - DePorter, DJ; Marcus, M; and Jacobson, JJ - A Comparison of Potential 
Treatment Costs For Group Capitation Versus Voluntary Individual Enrollment 
Plans - J Dent Educ 1988; Nov, 52 (11) :605-8. 
10 - Bailit, HL; and Bailit, JL - Corporate Control of Health Care: Impact on 
Medicine and Dentistry - J Dent Educ 1988; Feb, 52 (2) :108-13. 
11 - Simard, PL; Brodeur, JM; Gingras, F; Saucier, A; and Demers, M - Effect of 
Remuneration On Fee-For-Service Dental Practice In A Third-Party Program - J 
Public Health Policy 1988; Spring, 9 (1) :71-9. 
12 - Lewis, CG - Payment For Care [letter] - J Am Dent Assoc 1988; June, 116 
(7) :818. 
13 - ADA Council on Dental Care Programs - Glossary of Dental Benefit Plans 
and Related Terminology - J Am Dent Assoc 1989; Feb, 118 (2) :240-4. 
14 - Sullivan, RR - Charges Exceed Maximum Limit [letter] - J Am Dent Assoc 
1987; Sept, 115 (3) :386-8. 
15 - Weisman, ML - Dental Benefit Glossary - J Am Dent Assoc 1989; April, 118 
(4) :412. 
16 - Shilliday, DJ; and Cook, VJ - An Insurance "Superbill" - J Clin Orthod 1987; 
Nov, 21 (11) :792-3. 
17 - Meetz, HK; Freeman, HE; Marcus, M; and Hurst, EF - A Content Analysis of 
Dental Capitation Plan Grievance Care - J Dent Educ 1987; Nov, 51 (11) :646-51. 
18 - Morgenroth, HB - Insurance And The Dental Consultant - Dent Clin North 
Am 1987; April, 31 (2) :257-62. 
19 - Lader, E; and Linden, MV - Insurance Coverage For The Treatment of 
Craniomandibular Disorders - Dent Clin North Am 1987; April, 31 (2) :263-70. 
20 - Crespi, P; and Friedman, RB - Hospitalization For The Pediatric Dental 
Patie its - NY State Dent J 1986; Feb, 52 (2) :40-3. 
21 - Foa, PP - Insurance Company Policies [letter] - J Am Dent Assoc 1988; June, 
116 (7) :818. 
22 - Bailit, HL - Future Financing of Health Care - J Dent Educ 1986; Feb, 50 (2) 
:119-24. 
23 - Leib, AM - Copayment Coordination [letter] - J Am Dent Assoc 1985; Oct, 
111 (4) :544-6. 
24 - Capilouto, EI - The Impact of Insurance on Charges For Dental Care - J 
Dent Educ 1987; Nov, 51 (11) :631-8. 
25 - Eklund, SA; Valvitz, DM; and Striffler, DF - Automobile Employers' Dental 
Benefits - J Mich Dent Assoc 1977; 59 :534-47. 
26 - Callanen, VA; Weintraub, JA; French, DP; and Connolly, GN - Developing A 
Sealant Program: The Massachusetts Approach - J Public Health Dent 1986; 
Summer, 46 (3) 141-2. 
27 - ADA Department of State Government Affairs - Medicaid How It Relates to 
Dental Care - J Am Dent Assoc 1991; June, 122 (7) :83-4. 
28 - Eklund, SA - Factors Affecting The Cost of Fissure Sealants: A Dental 
Insurer's Perspective - J Public Health Dent 1986; Summer, 46 (3) :133-40. 
29 - Pesillo, CO - Dealing With Today's Dental Plans - Compendium 1987; 
March, 8 (3) :228-32. 
30 - Beazoglou, TJ; Guay, AH; and Heffley, DR - Capitation And Fee-For-Service 
Dental Benefit Plans: Economics, Incentives, Utilization, and Service-Mix - J Am 
Dent Assoc 1988; April, 116 (4) :483-7. 
31 - Johnson, DW - Third-Party Payment System: Reflections And Forecasts 
[interview]- J Am Dent Assoc 1985; Sept, 111 (3) :406-16. 
32 - Bentley, JM; and Barnett, RR - Estimating Profits In A Capitation Program: 
Planning For Cost- Dent Clin North Am 1987; April, 31 (2) :243-8. 
33 - Hands, JS; and Peck, SD - The Choice of Health Insurance Plans By 
University Employees - J Public Health Dent 1987; Spring, 47 (2) :80-7. 
34 - Calkins, DH; Turner, LL; and Brady, RJ - Network Capitation Plans: An 
Operational Perspective - Dent Clin North Am 1987; April, 31 (2) 209-33. 
35 - Boston University Dental Health Plan - Fee Schedules - 1992. 
36 - ADA Council on Dental Care Programs - Code On Dental Procedure 
Nomenclature - J Am Dent Assoc 1989; March, 118 (3) :369-71, 373-5, 377. 
